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K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 | NFPA 101 Life Safety Code Standand
SS=E SS=E
Smoke barriers are constructed to provide at Requircinent: _
least a one half hour fire resistance rating in The factlily will ensure that smoke barriers are
accordance with 8.3. Smoke barriers may constructed (b provide at least a one half hour fire
terminate at an atrium wall. Windows are resistance rating in accordance with 3.3. :
protected by fire-rated glazing or by wired glass :
paneis and steel frames. A minimum of two Comective Action:
separate compartments are provided on each .| 1.0n2/19/14 the Administrator re-caniked the smoke
ﬂoor' Dampers are not required in duct wall penctration in the attic above the Front Hall
. . . cormidor. ) .
penetrations of smoke barriers in fully ducted 2. On2/25/14 the Maintenance Director and
heating, ventilating, and air conditioning systems. ’ Maintenance Assistant audited facility attic areas to
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 : ensure that there were no penetrations in the smoke
wall. :
3. On 225/14 the Administrator condueted an in-
service with the Maintenance Director and the
Maintenance Assistant regarding the necd to ensure that
! there were no penetrations in the smoke wall
This STANDARD is not met as evidenced by: throughout the facility. .
Based on observation, it was determined the Lﬁxﬁ;ﬁggﬁﬁ&i gi{tas‘?;‘:“fi':l‘;“mmhs
facility failed to protect the smoke barriers. and will ensure that visual checks are made after
) . subcontraciors have completed work in attic areas.
The findings included: Findings will be reviewed in Quality Assurance
' ’ Cormmittee. .
On 2/19/14 at 12:45 PM observation within the - 514
attic area above the Front Hall corrider east -
revealed penetration within the smoke wall.
This finding was acknowledged by the
Administrator and verified by the Maintenance
Director during the exit interview on 2/19/14.
This finding was acknowledged by the
Administrator and verified by the Maintenance
Director during the exit interview on 2/19/14. The
deficiencies were also corrected prior to the end
of the survey on 2/19/14,
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 | NFPA 101 Life Safety Code Standard
Electrical wiring and equipment is in accordance
with NFPA?/Q‘, National Elecfrical Code. 8.1.2

LABORATORY :-TBR' R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (Xg) DATE
2/ Inin— A2 A N1BTRATIT. 3fe ¢

Any deficiency statement ending with an gsterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient proteqtion to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of carrection is provided. For nursing homes, the aboeve findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation,
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This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to maintain the electrical equipment
from ovetloading.

The findings included:

11, On 2/19/2014 at 11:56 observation within the

dietary area revealed there was an open slot
space among the circuit breakers in panel # E1.

2. On 2/19/2014 at 12:10 PM observation within
the ceiling area above the front hali area revealed
an extension cord was being used.

These findings were acknowledged by the
Administrator and verified by the Maintenance
Director during the exit intarview on 2/19/14. The
deficiencies were also corrected prior to end of
the survey on 2/19/14.

Reguirmment:
The facilitics electrical wiring will be maintained in

accordance with NFPA 70, National Electrical Code
912

Correclive Action:

1. On2/19/14 the Maintenance Assistant comrected the -

issue with the open slot in the circuit panel by attaching
a (iller plate. On 2/19/14 the Maintcnance Assistant *
removed the extension cord in use i the attic area

1 above the front hall.

2. On2/21/14 the Maintenance Director inspected the
facility to ensure that there were no other cireuit
breakers which had open slots.

On 2/25/14 the Maintenance Directot and Maintenance
Assistant inspected the facility to ensure that there were
no other extension cords in use. _

3. On2/25/14 the maintenance department was in-
serviced by the Administrator regarding the concern
with having extension cords in use and with having
open slots in the circuit panels.

4, The Mainenanee Director and Maintenance
Assistant will monitor for compliance through weekly
observations for three months. If compliance is
maintained then will decrease audits to monthly for
three months. Findings will be reviewed in Quality

Assurance Comymittes. :

2/25/14
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